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10. Dental services. 


A. Coverageof dental services is limited to medically 

within the scope
necessary services* .  of practice of a 

dentist, with& limitations examples listed below. 
apply 

Services and procedures requiring prior authorization are 

published in theState Resister. 


-0 Oral hygiene instruction 

-0 Reline or rebase of a -threeyears 
removable denture 


-0 Full mouth or panoramic 
x-ray 

-0 Full mouth debridment 

-0 fillings 

-0 Prophylaxis 



-- 

-- 
Inpatient  requires 
for  services - a  

subject to utilization 
review  

hospitalization 
dental 

procedures 

STATE: MINNESOTA 

Effective: May 28, 2002 

TN: 02-15 2 . . - p  ;. ,-, Ic;02
Approved : .kr 
Supersedes: 01-24 


10. Dentalservices.(continued.) 


- Palliative treatment 


- Removable 
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-2 prior 

; 

and full dentures 


Rootcanaltreatment
-
-E 

- - Inpatient hospitalization prior 
for L d C L L X Y I l Tdental services, authorization- a  

subject to utilization 

review procedures 


- Surgical services- requires* 
rti“11 . 

and 

extractions 
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10. Dentalservices.(continued.) 


-0-

Periodontal scaling 

and rootplanning if: 
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evidence of bone loss must be present
on 

current radiographs to support the diagnosis
of 

periodontis 


there is a current periodontal charting with 

six point and mobilitynoted, including the 

presence of patholow and periodontal 

prognosis 


the pocket depths must be greater than four 

millimeters; and 


classification of the periodontology case type 
is in accordance with documentation established 
by the American Academy of periodontology 

-0 Orthodontic- f a r  requiresprior 
LL maintainers 

molars treatment, if: 

& 	 there is a disfigurement of the patient’s face, 
including protrusion of upperor lower jaws or 

teeth; 

there is spacing between adjacent teeth that 

interferes with the biting function; 

there is an overbite to the extent that the 

lower anteriorteethimpinge on the roof of the 

mouth when the person bites; 

positioningof jaws or teeth impairs chewing or 

biting function; or 

based on a comparable assessment
of a) throuqh 

dl, there isan overall orthodonticproblem 

that interferes with the biting function. 


- Space maintainers 
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10. Dentalservices.(continued.) 

t i " 1 l .  


- Initial placementor replacement ofa removable 
prosthesis (anv dental deviceor appliance replacing 
one or more missins teeth, including associated 
structures, if rewired, that is designed to be 
removed and reinserted), once every three years per 
recipient, unless the prosthesis: 

& 	 was misplaced, stolen,or damaged due to 
circumstances beyond the recipient's control; 
or-

cannot be modifiedor altered to meet the 
recipient's dental needs. 

A cast metal removable prosthesisis covered if: 

& the crown to root ratio is better than1:1; 

the surrounding abutment teeth and the 
remaining teeth do not have extensive tooth 
decay and 

have largethe abutment teeth do not 
restorations or stainlesssteel crowns. 

B. The following dental services are not eligible for 
payment : 

. .
# Full mouth uf panoramic A 

Ul l  3 prior-
1 1 1  caseemergency 

zt 5 Pulp caps, 
3j :	Local anesthetic that is used in conjunction awith 

surgical procedure and billed as a separate 
procedure7 

4-F :Hygiene aids, including toothbrushes., 
5-h 5 Medication dispensedby a dentist that a 

recipient is able to obtain from a pharmacy7e Acid etch for a restoration that is billedas a 
separate procedure7 



for 
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10. Dentalservices.(continued.) 
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Prosthesis cleaning7 
Removable unilateral partial

-
ID I 1  posteriorteeth denture 

that is a one-piece cast metal including clasps 

and teeth 

Replacement of a denture when a reline or 

rebase would correct the problem7 

Duplicate x-rays;

-w
fixed bridge, unless i t i s  medically necessary 
and cost-effective i=ke 3 recipient 

1 - 7 
L L V l l  L l l l  

ause-of who cannot use removable prostheses; 

d 

Gold restoration or inlay, including cast 

nonprecious and semiprecious metals7 

Dental services for cosmetic
or aesthetic 
purposes 

C. 	 Critical access dental providers receive an increased 
payment pursuant to Attachment4.19-B, item 10. There are 
two types of critical access dental providers: 

1) 	 those whose combined claim and estimated encounter 
claim payments for all Minnesota Health Care 
Programs (Medical Assistance, General Assistance 
Medical Care and MinnesotaCare) were at least 
$50,000 for service dates of April1, 2 0 0 0  through 
March 31, 2001; or 

2) 	 those providing dental services in counties for 
which dental services are carvedout of managed 
care and are paidfee-for-service. These 
providers must increasethe number of recipient 
visits by at least1 0  percent over the last three
month quarter for which completedata on the 
number of recipient visits exists. 
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12.b. Dentures. 

Initialplacement or replacement of removable 
dentures is limitedto one time every�+E three years 
for a recipient unless the denture8 are misplaced, 
stolen or damaged dueto circumstances beyond the 
recipient's control,or the dentures cannot be modified 

r - -1 * 1- r
I L  LI clientmissing teeth L LU ~ 1 ior e 
altered to meet thedentures client's dental needs. 

Replacement of dentures less thanfive :three years o l d  
requires prior authorization. 

The payment rate for dentures includes instructionfor 
the use and careof the  dentures and any adjustment 
necessary during the firstsix months immediately 
following the provision of the dentures. 


